INTRODUCTION {#sec1-1}
============

Behçet\'s disease (BD) is a multisystem inflammatory process of unknown etiology, characterized by relapsing episodes of oral aphthous ulcers, genital ulcers, other skin lesions, and ocular lesions. Child with uveitis with uncontrolled glaucoma requires repeated surgical treatment to prevent permanent loss of vision. Care is to be taken to prevent further rise in intraocular pressure and mucocutaneous injury. Airway difficulty should be anticipated every time a child with Behçet\'s disease undergoes surgery which may be, limited mouth opening due to scarring or reduced oral space due to edema and inflammation. Furthermore, these patients require thorough systemic examination and necessary investigation to rule out life-threatening complication like major artery aneurysms.

CASE REPORT {#sec1-2}
===========

A 10 year male child of Behçet\'s disease suffering from uncontrolled glaucoma was admitted for Ahmed Glaucoma Valve replacement under general anesthesia. He underwent general anesthesia twice before for trabeculectomy in our hospital. He had history of painful oral and genital ulcers in the past years and was on corticosteroid therapy for the same. The nature of the disease interfered with normal daily activities of the child. His heart rate was 80/min, blood pressure was 116/70 mmHg and weighs 30 kg. He had inflamed ulcers on the margins and dorsal surface of tongue with generalized edema of both tongue and gums. Similar findings were seen on mucosal surfaces of upper and lower lips. All other general and systemic findings were within normal limits. Although, we expected restricted mouth opening and a difficult airway in subsequent surgeries, the mouth opening was 3 fingers but edema of tongue and oral mucosa with inflamed ulcers made the airway a difficult one to secure without the risk of bleeding in oral cavity and further damage by ulceration and scarring \[[Figure 1](#F1){ref-type="fig"}\]. However, there was no ulceration on the vocal cords as confirmed by indirect laryngoscopy. All routine blood investigations including chest X-ray were within normal limits.

![Child with Behçet\'s disease showing edematous tongue, swollen gums and lips, also ulcers can be seen on lips, gums and tongue](AER-7-279-g001){#F1}

In the operating room, all routine monitors including non invasive blood pressure, pulseoximetry, etco2, and electrocardiogram were attached and a 20 G IV access was secured with a single puncture after application of surface anesthesia with eutectic mixture of local anesthetic and cream. Patient was premedicated with Inj. Midazolam 0.5 mg, Inj glycopyrolate 0.12 mg and inj. Fentanyl 60 mcg. Other drugs included morning dose of corticosteroid administered prior to surgery. After pre-oxygenation with 100% oxygen patient was induced with 60 mg inj. Propofol. Satisfactory mask ventilation was confirmed followed by topical lignocaine 10% spray over posterior part of tongue and epiglottis together with IV lignocaine to reduce stress response and consequent rise in intraocular pressure. Patient was paralyzed with inj. Vecuronium 3 mg and trachea was intubated after gentle laryngoscopy using a cuffed 6 mm internal diameter endotracheal tube and after confirming airentry on both sides of chest endotracheal tube was fixed at 17 cm. We observed a gradual reduction in the size of endotracheal tube required to secure the airway consequently from 7 mm to 6 mm in following surgeries. The bleeding which occurred after laryngoscopy from gums and margin of tongue was controlled by application of gentle pressure with tincture iodine soaked gauze. Anesthesia was maintained with sevoflurane in oxygen and nitrous oxide. The case proceeded uneventfully and with completion of the surgery, gentle oral suctioning was done prior to administration of reversal agent and after full recovery, the trachea was extubated and the patient was shifted to recovery room for further observation.

DISCUSSION {#sec1-3}
==========

BD is a multi-systemic inflammatory process of unknown etiology, characterized by relapsing episodes of oral aphthous ulcers, genital ulcers, other skin lesions, and ocular lesions. The Turkish dermatologist Hulusi Behçet first described the disease in 1937, as the triad of recurrent oral aphthous ulcers, genital ulcers, and uveitis. However lately, it has been associated with involvement of other organ systems including cardiovascular system, lungs, central nervous system, vascular involvement and synovial surfaces.\[[@ref1]\] The disease has been most commonly reported along the silk route with males being more affected than females.\[[@ref2]\] The mean age of onset is between 20 years and 30 years, however, recently cases have been reported in early childhood as in our case, the most widely held hypothesis of disease pathogenesis is that of a profound inflammatory response triggered by an infectious agent in a genetically susceptible host. Supporting this is the consistent association of disease susceptibility with polymorphisms in the human leukocyte antigen complex, particularly human leucocyte antigen-B 51HLA-B\*51.\[[@ref2]\]

According to criteria of International Study Group which was proposed in 1990, the presence of oral aphthous ulcerations and two of the following clinical manifestations is required for the diagnosis of BD: recurrent genital ulcerations, skin lesions such as erythema nodosum-like lesions, papulopustular lesions, ocular involvement, and positive pathergy test.\[[@ref3]\]

The anesthetic implications in a case of Behçet\'s disease depend upon the involvement of various organ systems as well as airway difficulty that could occur from scarring due to recurrent ulceration. Before elective surgery, complete general and systemic examination should be done to rule out any neurological, respiratory and cardiovascular involvement. Besides all the routine investigations chest X-ray is investigation of choice to rule out pulmonary involvement. If patient has neurological symptoms computed tomography or magnetic resonance imaging could also be required.\[[@ref4]\] Careful assessment of the oropharyngeal ulcers has to be performed for assessing the risk of bleeding and scarring. An indirect laryngoscopy has also been advised to rule out ulceration of the vocal cords that could lead to stridor and airway compromise. Supplemental corticosteroids are usually required on the day of surgery as these patients are on chronic corticosteroid therapy.

As these patients are prone to develop inflammatory skin lesions ultimately leading to ulcer formation, there should be minimum puncture of the skin and mucous membranes. General anesthesia should precede with a thorough airway examination. Difficult airway could result from active oropharyngeal ulceration or scarring of the airway after healing of the ulcers which could lead to limited mouth opening.\[[@ref5]\] If scarring is present awake fiber-optic intubation is recommended.\[[@ref6]\] However, there is a relative contraindication to regional nerve blocks required for awake intubation to minimize needle punctures. Although ultrasonography of airway can be done to assess the sub-glottic diameter and predict the outer diameter of the endotracheal tube in pediatric patients,\[[@ref7]\] such techniques is not practiced routinely in our institution nor we expected such gradual changes in size of endotracheal tube require to fit the airway and hence not done. The advantage of ultrasonography of airway in patients with Behçet\'s disease cannot be ruled out and should be done in all such cases. Succinylcholine should be avoided in patients with neurological symptoms as it can lead to cardiac dysrhythmias following hyperkalemia. The use of laryngeal mask airway can lead to an aggravation of the oropharyngeal lesions and is not recommended. Repeated attempts at laryngoscopy and intubation should be avoided as tissue trauma can lead to further development of aphthous ulcers.\[[@ref8]\]

CONCLUSION {#sec1-4}
==========

With this case report, we conclude that a patient with Behçet\'s disease undergoing repeated surgeries under general anesthesia requiring endotracheal tube to secure airway suffers changes in airway anatomy, may be due to scarring and inflammatory edema and prior ultrasonography to predict the required endotracheal tube can be a valuable option to be considered.
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